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need for a similar approach in geriatric patients with pain given the high prevalence of undiagnosed depression and anxiety disorders (6) and posttraumatic stress disorder in these patients (7) . Their findings also leave no doubt as to the importance of assessing newly diagnosed psychiatric geriatric patients for suicide-related behavior before prescribing an AED.
Extensive suicide research conducted over the past two decades has identified risk factors for suicide-related behavior across the ages (See review in [8] ). These include past suiciderelated behavior, access to firearms, family history of mood disorder and of suicide-related behavior, social isolation, poverty, unemployment, and substance abuse including alcohol. Most importantly, a recent study demonstrated the prognostic importance of suicidal ideation found in 12.1% of 6483 youth, ages 13 to 18 (9). One-third of these ideators developed suicidal plans within 1 year, of whom one-third made a suicide attempt. Thus, clinicians should recognize that patients who have suicidal ideation need the help of a mental health professional even if they do not have a suicidal plan.
We now have robust data confirming that patients in need of AED treatment-whether for epilepsy, psychiatric diagnoses, or pain-should undergo screening and, where necessary, comprehensive psychiatric diagnosis and treatment. Brief screening instruments for depression, anxiety disorders, and bipolar disorder are readily available and easily scored in adults and youth with epilepsy. They also include items OBJECTIVE: Because some recent studies suggest increased risk for suicide-related behavior (SRB; ideation, attempts) among those receiving antiepileptic drugs (AEDs), we examined the temporal relationship between new AED exposure and SRB in a cohort of older veterans. METHODS: We used national Veterans Health Administration databases to identify veterans aged ≥65 years who received a new AED prescription in 2004-2006. All instances of SRB were identified using ICD-9-CM codes 1 year before and after the AED exposure (index) date. We also identified comorbid conditions and medication associated with SRB in prior research. We used generalized estimating equations with a logit link to examine the association between new AED exposure and SRB during 30-day intervals during the year before and after the index date, controlling for potential confounders. RESULTS: In this cohort of 90,263 older veterans, the likelihood of SRB the month prior to AED exposure was significantly higher than in other time periods even after adjusting for potential confounders. Although there were 87 SRB events (74 individuals) the year before and 106 SRB events (92 individuals) after, approximately 22% (n = 16) of those also had SRB before the index date. Moreover, the rate of SRB after AED start was gradually reduced over time. CONCLUSIONS: The temporal pattern of AED exposure and SRB suggests that, in clinical practice, the peak in SRB is prior to exposure. While speculative, the rate of gradual reduction in SRB thereafter suggests that symptoms may prompt AED prescription.
Antiepileptic Drugs and Suicide: The Light at the End of the Tunnel
on suicidal thoughts. Since some of the instruments address behavior, thoughts, and symptoms that occur in the 2 weeks or 1 month prior to filling out these questionnaires, clinicians should also ask all epilepsy patients about the previously described red flags before starting treatment with an AED and when crossing over to another AED.
If clinicians routinely include screening for psychiatric disorders and suicide-related behavior as part of their practice for optimally treating seizures with AEDs, they will improve the quality of care for epilepsy patients. Documentation of the extent of the unmet mental health needs of these patients will provide the clinical data needed to get the necessary insurance coverage for psychiatric treatment of epilepsy patients. Ultimately, this could lead to recruiting more psychiatrists and other mental healthcare professionals to work with epilepsy patients.
However, the studies conducted to date have not answered whether AEDs play a causal role in suicide-related behavior and, if so, which are the involved AEDs and what are the underlying mechanisms. To answer these questions, the field is in need of well-designed prospective long-term studies of epilepsy, psychiatric, and pain disorder patients treated with AED monotherapy and separate studies for individuals in these diagnostic groups who require AED polytherapy. Among epilepsy patients, those with difficulty to control seizures treated by AED polytherapy are usually at higher risk for behavioral AED adverse effects (10, 11) , including depression and psychosis. They also are vulnerable for cognitive side effects (12) , which, in turn can induce poor self-esteem, difficulty coping, and subsequent depression and anxiety. Since these behavioral and cognitive adverse effects can trigger suicide-related behavior, they need to be studied prospectively.
Pugh et al. 's study demonstrated a gradual decrease in suicide-related behavior over the 12 months following initiation of AED monotherapy treatment in geriatric veterans with pain, psychiatric disorders, and epilepsy. They suggested that this decline in suicide-related behavior implies a possible therapeutic effect. Studies are, therefore, warranted to investigate if AED treatment decreases suicide-related behavior in epilepsy patients and if this is associated with the type of psychiatric diagnosis. More specifically, is AED treatment more effective in patients with epilepsy who have bipolar disorder compared to those with major depression or anxiety disorder diagnoses? An additional unstudied important research question is whether psychopharmacological treatment for the specific psychiatric diagnosis or diagnoses, cognitive behavior training, and combined psychopharmacological and psychotherapeutic treatment reduce the prevalent suicide-related behavior in epilepsy patients? Antidepressant treatment decreased suicide-related behavior in the subjects participating in the National Institute of Mental Health Collaborative Depression Study who had a mood disorder, whereas AEDs (carbamazepine, lamotrigine, and valproate) had no protective effect on the patients with bipolar disorder (13) . However, the previously described study on suicide 6,483 youth ages 13 to 18 found that treatment that started prior to the onset of suicidal behaviors failed to prevent these behaviors (9) . Similar evidence is reported in adults (See reviews in [8] ).
So, there appears to be light at the end of the tunnel, built in 2008 by the FDA report. Clinicians now have access to evidence for the role of underlying psychiatric disorders in the suicide-related behavior of individuals treated with AEDs, available screening instruments for psychiatric disorders and suicide, and knowledge about the risk factors for suiciderelated behavior. Researchers can lead the way to the end of the tunnel by conducting prospective studies to determine if AEDs increase suicide-related behavior, who is vulnerable for this effect, and what are the involved mechanisms.
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